MISSOURI DIVISION OF HEALTH -- STANDARD CERTYIFICATE OF DEATH | =
DO NOT WRITE SERARTMENT oF PuaL':eg:f:::lTI:!lr:::o“_f_L l&........)’nmnry Registration Dmnlmq istrar’s No. __:.__8620 STATE FILE NUMBER

AMENDED
ON THIS STUB s Ale oo Iney

5. PhrorbehiW™ & 7 OOV 2 USUAL RESIDENCE (Whare decemsed lived. If institution: Residence befors

. COUNTY a. STATE Mo. b.couNTy St . Loulsg edimiuion
b. CITY {If ouviside corporate |Imits, give TOWNSHIP only) Length of stay in 1b ¢ CITY ' Inside Limits y

OR
own  St, Louls , 1om Webster Groves. Yo e

c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm

I BARNES HOSPITALE vop w0 | *"205 So, Elm Ave, YO NeX

VS 300
Rev. 4/59

DATE AMENDED

bl

(4]

. NAME OF DECEASED First middls Last 4. DATE Manth Day Faar
OF -

(Type or print) .
Helen B. Bleyer DEA™H  August 24 1963

5. SEX 4. COLOR OR RACE 7. Married X1 Never Married [] |[8. DATE OF BIRTH 9. AGE (las? birthday) | IF UNDER 1 YEAR- IF UNDER 24 HR

F. Ww. Widowed [] Diverced [] 9 /28 /83 79 MomhsT Dw;l Hours l’im_

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE [City and state or country) [ 12. CITIZEN OF WHAT COUNTRY

BYUYEEA rg™ e e | At Home Cedar Rapids, Towg USA.

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE

Frank Boyce - Hattle Hubbard Adrian Bleyer

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SQOCIAL SECURITY NCQ. | 17. INFORMANT Address

(Yaﬁ.ao, or unknown)! {If yes, give war or dates of servi Dr . Ad ri an B]_eyer ,205 SO . Elm

18. CAUSE OF DEATH (Enter only one tause per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET ANDG DEATH -

IMMEDIATE cAUSE () __Cagtric hemorrhage 4 days
Conditions, if_mv,] “pue o & _Carelnoma gtomach L mog.

IS
S,

.

o |

V|l
N~

o

DOCUMENT

‘which gave rise to
above cause (a),
stating the under-

lying cause last ...I:'JUE TO {c) MEta-Bta.tic Ch. 1iver /\S./x 2 mos.

. PART II. OTHER SIGNIFICANT CONDITIONS CONTRiBUTlNG TO DEATH but net related ?o the terminal PART 1H. If deceased was female _was
‘ disesse condition given in PART | (a) there a-gregnancy in last 90 days.

lDYes |ﬁNo l O Unknown
19. WAS AUTOPSY |.20a. ACC;__I%ENT SUI%DE HOME]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura:of injury in PART | or PART 1l:of item 18.)
PE| . .

RMED?
YES[1 NOE

oo TIME OF  Fool — Month, Day, Year |
INJURY  a.m. .
p.m.

20d.. INJURY QCCURRED . | 20e. PLACE OF INJURY (e.g., in or about home, 20f.:CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK OO . © farm, flctory, sireet, office bldg., ete.)
NOT WHILE AT WORK (0

2. I attended the deceased Frcm__wg———. ’0—8#2)-‘7‘63—4'@ last saw :ﬁ;’.livﬂ on. 8 /91.]./6’-{

Death .occurred at. 2_‘90 BP.M m on fhe date stated above,. and to fhe best of my knewledge, from the causes stated.

(Dagree or title) %mﬁg HOSFIT 22c. DATE 56IGNED
. MDD &' 8/25/63

‘ 23a. BURIAL, CREMATION, - 23c. NAME OF CEMETERY OR CREMATORY - 23d. LOCATION (City, town; or county} {State)

REMOVAL (Specify) )

Val atory St, ,
24.C }L:Nesﬂl.aomjslc?g - /27/63 ADDRESS alhalla cx;gmgﬁtggcn. |§ G%Amss. IR‘E?B.IU RAR'S JIGNAT
Parker-Aldrich, Webster Grovas.Mo,hUG 26 1 . AJ

{Licensed Embalmef’s Statement on Reverse Side)
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MEDICAL CERTIFICATION

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




L SR e

STATEMENT BY LICENSED EMBALMER

-y s oy

| hereby certify that the body whose name is recorded on the reversé side-of this certificate was embalmed by me,

P S

or by ) Student Embaimer No.

'v;rorking under my personal supervision,

- Student

Signature of Student Embaimaer

. Licensed Embalmer

- e o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in “his OWN HANDWRITING. {Failure to comply
" with the above cons'mufgs grounds for revocation of license). ' : "

If embalmed by 23 ‘STUDENT, he ‘also shall sign in his OWN handwriting.

if this body is not embaimed, fact should be so stated above.




